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CASE  OF  PYLOEIG  STENOSIS  TREATED  BY  PYLORO- 
PLASTY, WITH  THE  SUBSEQUENT  HISTORY  OF 
THE  CASE. 

By  Mayo  Robson,  F.R.C.S.,  Senior  Surgeon,  General  Infirmary 
Professor  of  Surgery  in  the  Yorkshire  College,  Leeds. 

For  the  notes  of  this  case  I  have  to  thank  my  friend,  Dr.  H. 
Colligan  Donald. 

W.  F.,  set.  52,  was  sent  to  me  by  Dr.  Cheese wright  of  Eotherham, 
in  March  1895.  He  had  suffered  from  indigestion  for  two  years.  This, 
however,  had  not  interfered  much  with  his  general  health  till  the 
previous  Christmas,  when  the  indigestion  was  accompanied  every  second 
day  by  acute  pain  and  vomiting,  coming  on  about  two  hours  after  food. 
The  vomited  matter  was  in  large  quantity,  offensive  and  sour,  and  at 
times  coffee-ground  in  character.  From  this  time  the  patient  became 
extremely  weak  and  pale,  and  rapidly  lost  flesh  to  the  extent  of  1^  st. 
in  five  weeks.  He  had  no  previous  history  of  severe  illness,  nor  did  his 
family  history  denote  hereditary  tendency  to  disease.  On  examining 
the  patient,  I  found  him  extremely  emaciated,  anaemic,  and  weak ;  his 
tongue  was  coated,  and  the  bowels  were  constipated.  He  had  pain  on 
pressure  over  the  pylorus,  but  no  distinct  tumour  was  felt.  There  was 
marked  dilatation  of  the  stomach,  and  during  the  attacks  of  pain  it  could 
be  felt  to  harden  under  the  hand. 

Heart,  lungs,  and  urine  normal.  My  feeling  was  that,  on  account  of 
the  very  rapid  loss  of  flesh,  accompanied  by  cachexia,  that  the  patient 
was  suffering  from  cancer  of  the  pylorus.  To  give  the  patient  the 
benefit  of  any  doubt,  I  advised  operation,  with  a  view  to  performing 
pyloroplasty  or  pylorectomy,  as  circumstances  demanded,  since  washing 
out  the  stomach  and  all  ordinary  medical  means  had  given  no  relief. 

On  April  8,  1895,  I  opened  the  abdomen  by  an  incision  in  the 
middle  line  above  the  umbilicus,  and  exposed  the  pylorus,  which  formed 
a  distinct  tumour  adherent  to  and  under  cover  of  the  liver,  and  which, 
after  being  freed  from  adhesion  to  surrounding  structures,  was  found 
to  be  tightly  strictured,  so  as  only  to  admit  the  passage  of  a  No.  12 
catheter;  the  mucous  membrane  being  extensively  ulcerated,  and  the 
walls  thick  and  almost  cartilaginous.  The  stricture  was  incised  longi- 
tudinally, and  sutured  transversely  over  one  of  my  bone-bobbins  by  a 
double  row  of  sutures.  The  stomach  was  much  dilated,  atonic,  and 
anaemic.  Though  the  pyloric  tumour  gave  rise  at  the  moment  to  a  sus- 
picion of  cancer,  there  was  no  evidence  of  growth,  and  the  glands  were 
not  affected. 

The  operation  which  I  adopt  is  a  modification  of  the  original 
pyloroplasty  of  Heineke  or  Mikulicz,  which  I  described  in  the 
British  Medical  Journal  for  July  20,  1896,  and  I  append  to  this 
paper  notes  of  the  different  steps  of  the  operation.  The  after 
progress  of  this  case  was  uneventful,  the  wound  healing  by  first 
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intention,  and  the  patient  making  a  good  recovery.  One  month 
after  leaving  the  Infirmary,  I  received  a  letter  from  Dr.  Cheesewright, 


Fig.  1.— First  Stage. 


Fig.  2.— Second  Stage. 


Fio,  4.— Third  Stage  of  my  modified  method. 


saying  his  patient  was  free  from  vomiting,  and  had  gained  7  lbs 
m  weight.    On  October  30, 1896,  about  19  months  after  operation^ 


68 


MAYO  ROBSON. 


the  patient  called  to  see  me,  looking  robust  and  enjoyinc/  the  best 
of  health,  having  gained  3  st.  in  weight.  ° 

Remakks.— The  interest  of  this  case,  which  I  referred  to  in  the 
paper  mentioned,  lies  in  the  fact  of  the  continued  good  health  of 
the  patient  19  months  after  operation,  showing  that  pyloroplasty 
thus  performed  is  not  only  an  easy  and  safe,  but  a  permanently 
beneficial,  procedure. 

The  modification  of  the  operation  by  the  use  of  the  bone- 
bobbin,  which  I  have  adopted,  not  only  expedites  the  procedure, 
but,  in  my  opinion,  renders  it  safer  than  when  simple  suture  is 
employed.  The  diagrams  on  the  previous  page  show  better  than 
words  the  original  and  the  modified  operations. 

It  will  be  seen  that  by  the  use  of  a  decalcified  bone-bobbin,  only 
two  continuous  sutures  are  required — the  first  to  unite  the  mucous 
margins,  the  second  the  serous.  The  bone-tube  further  secures  an 
immediately  and  thoroughly  patent  channel,  and  affords  protection 
to  the  line  of  sutures  for  from  24  to  48  hours,  when  union  should 
be  well  established.  With  a  little  manipulative  dexterity,  the 
operation  of  pyloroplasty  can  be  done  so  quickly,  and  with  so  little 
exposure  of  viscera,  that  post-operative  shock  need  hardly  be 
feared ;  and  as  the  incision  through  the  pylorus  is  through 
cicatricial  tissue,  there  is  little  or  no  fear  of  haemorrhage ;  in  fact, 
in  the  case  related  not  a  single  ligature  was  required. 

The  only  difficulty — and  it  is  one  which  may  be  expected  in 
these  cases — is  that  the  pylorus  has  to  be  separated  from  adhesions 
set  up  by  the  inflammatory  process  which  has  caused  the  stricture. 
These  are  better  separated  by  the  fingers  than  by  a  cutting  instru- 
ment. It  will  be  found  to  facilitate  the  application  of  the  suture, 
if  the  longitudinal  incision  through  the  pylorus  is  made  rather 
nearer  the  lower  margin,  so  that  when  the  slit  is  sutured  trans- 
versely the  upper  angle  is  well  within  view.  As  regards  sutures, 
fine  catgut  is  the  best  for  uniting  mucous  mai'gins,  and  fine  silk 
for  the  serous  surfaces.  For  simple  stricture  of  the  intestines,  I 
have  found  the  same  operation  to  prove  equally  satisfactory. 


